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SUB-SECTION OF PROCTOLOGY
President-J. P. LOCKHART-MUMMERY, F.R.C.S. [May 11, 1938] DISCUSSION ON URINARY FISTULAE: IN RELATION TO THE COLON AND RECTUM Mr. H. Wade: A channel of communication between the urinary bladder and bow-el may be produced in a, variety of ways. It may be the result of a congenital malformiiation. an error of development during intra-uterine life, or it may result from trauma, by accident or operation, or the delayed action of radium. On the other hanid. it may be accounted for by an inflammatory process, such as a diverticulitis of the pelvic colon, producing an abscess which has ruptured into the urinary bladder, or an abscess following acute appendicitis may cause such a fistula. Not infrequently the channel results from the breaking-down of a new growth, which most commonly arises in the colon and subsequently invades the bladder, or may under certain circuimstances arise in the bladder and subsequently involve the colon.
In dealing with these cases, it is important to remember that in early intra-uterine life there is a stage when the alimentary canal and the urinary channel form a single cavity which is at first subdivided into two chambers, which ultimately come to open on to the skin surface by the formation of the urethra and the rectum and anal canal. This process may be arrested at any stage and various vesico-colonic fistulw be thus forlfle(l. I have seen one in which a channel existed between the rectum and bladder, and another in which the communication existed between the rectum and the prostatic urethra.
In the days when the Hippocratic oath was strictly adhered to and the lithotomists travelled Europe cutting for stone, the constant approach to the urinary bladder was by the perineal route, and more recently this path of approach was very commiionly employed in perineal lithotomy for the extraction of stone, when perineal cystotomy was carried out for the purpose of draining the urinary bladder, or when perineal prostatectomy was performed for removal of an innocent or malignant obstruction at the neck of the bladder. I lhave never seen a fistula follow the operation of perineal lithotomy or cystotomy. I have, however, seen such a fistula follow the operation of perineal prostatectomy; in fact it is safe to say that this most satisfactory operation, which Young did so much to popularize, has fallen into disuse, not from its lack of inherent merits, but because of the delicate technique and accurate anatomical knowledge required for its performance.
The treatment of these cases will depend, of course, upon the severity of the disability. I have known of a patient who carried on a natural life for fifteen years with a fistula between the prostatic bed and the rectum, and ultimately only sought relief owing to the formation of a urinary calculus within this channel.
The gynaecologist gets excellent results from the treatment of carcinoma of the cervix uteri by the application of radium. The emanations from this mysterious element, although doing immense good at the time, may, by their delayed action, lead to necrosis of the bladder wall, and this delayed action may only appear from two to four years after the original treatment. It is made manifest by an appearance on the bladder floor which simulates very closely that due to the development of a recurrent malignant growth. Fortunately, in the majority of cases, if left alone, in three or four months' time the necrotic area sloughs away and the mucous membrane heals over. I have, however, seen a case in which a vesico-vaginal fistula has resulted, and another in which the vaginal cavity was almost completely obliterated owing to inflammation following the application of radium, and a cavity at its upper part communicated with both the bladder and the rectum.
In the light of our present knowledge, probably the most satisfactory way of treating malignant disease of the prostate gland is by the use of radium introduced interstitially. It is a form of treatment that is safe in practice ; it undoubtedly prolongs life materially and possibly will cure certain cases, but it is important to remember some of the terrible disasters that originally followed the use of this element, and I personally think of one case in which the application of radium applied per rectum led to the formation of a vesico-intestinal fistula which caused severe pain and great distress to the unfortunate sufferer.
The cases of vesico-intestinal fistula that owe their origin to an inflammatory cause are, in my experience, the most common and certainly much the more satisfactory to deal with, and of these I would put first those due to diverticulitis of the pelvic colon. They are most satisfactory to deal with in that the distress they give rise to is so profound, the relief obtained so satisfactory, the treatment adopted so safe and so simple.
All the cases of this nature that I have met with occurred in males in the fifth or sixth decade of life, and on inquiry the history has usually been that of chronic constipation requiring the persistent use of aperient medicine. This period of diverticulosis was followed by a definite attack of diverticulitis-a story that suggests almost acute obstruction-which settled down and was followed by a suspicion of possible appendicitis. This stage ultimately passed off and we found the patient next suspecting that air was being voided in the urine, which was altered in appearance. The presence of air is confirmed if the patient arranges to void urine with the point of the penis immersed in a vessel of water, the escape of gas being thus demonstrated.
In my experience cystoscopic examination has revealed in most cases a remarkable absence of acute infection within the bladder wall. The power of resistance of this membrane to infection is again confirmed, and I have also found that although a suspicious area can easily be seen where the presence of the fistula is suspected, its exact situation is not easy to demarcate. I have also noted that any method wherein fluid is injected into the bowel in an effort to demonstrate this channel, whether by 1282 68O Section of Surgery: Sub-Section of Proctology inspection through a cystoscope or by X-ray examination, has been unsatisfactory. On the other hand, it is usually a simple matter to demonstrate the presence of the fistula by injecting boric lotion tinted with methylene blue into the bladder and examining with a proctoscope in the rectum, when a blue fluid is seen to flow out and the actual opening may be visualized. Although the demonstration of the channei by X-ray examination is unsatisfactory, a barium enema followed by an X-ray photograph usually confirms the diagnosis of the underlying cause, wherein the diverticulosis is revealed, an appearance which, when felt, may be compared to two strings of pearls hanging over the pelvic brim into the basin of the pelvis. Having established the diagnosis, the question of treatment of these cases arises, and I consider that by far and away the best results follow the simple proceedings of performing a colostomy and resting the inflamed part. On opening the abdomen a mass may be felt which closely simulates a new growth. It is hard in consistence.
In such a case it may be confidentlv assumed that the condition is inflammatory, and the treatment consists of a colostomy which is most conveniently carried out in the distal transverse colon, which is far enough above the site of the diverticulitis in the pelvic colon and, at the same time, in a portion of the bowel where the intestinal content has by this time become semi-solid in consistence. The price the patient thus pays is the discomfort of a colostomy, but the reward he receives is a rapid improvement in health. Closure of the fistula occurs naturally and should it be considered advisable later on, the colostomy may be closed, but in no circumstances would I advise that this be done under a period of two or three years.
The case in which a vesico-colic fistula follows an appendicular abscess is more difficult to treat, in that it is more difficult to demonstrate the exact site of the opening into the colon, and of course if it be into the coecum no benefit will follow from the performance of a colostomy. In such a case radical operative surgery will be necessary to excise the channel and close the two openings. If, however, in these cases it is the pelvic colon that is opened into, colostomy again is indicated and the results again prove equally satisfactory.
Vesico-intestinal Fistula 8asociated with Matignant Disease
When during a cystoscopic examination a malignant tumour is observed growing from the roof of the urinary bladder, it is always advisable to consider the possibility of this being due to the invasion of the bladder wall from a new growth arising primarily within the abdominal cavity. This growth originates most commonly in the pelvic colon, but rarer sources of origin are met with in the intestine or, in female patients, in the ovary. It is a routine practice therefore, in these cases, to make an examination by barium enema in order to clear up this point.
Sometimes a vesico-colic fistula may result. It is produced by a perineoplastic abscess developing in the adhesions which fix the tumour of the colon to the bladder wall; the abscess ulcerates into the bladder cavity and establishes a communication with the bowel. The indications of the presence of this are similar to those noted in the former cases, except that the patient is seriously ill and there is that indefinable something which tells us that malignant disease is here confronting us. In such a case colostomy is not indicated as the operation of election. The ideal course is a laparotomy, an aseptic excision of the pelvic colon, and subsequently a partial cystectomy-removing, with the portion of bladder, the colon and its tumour. This partial cystectomy may necessitate an extensive removal of the wall of the bladder, and the size of the cavity may be very much reduced in consequence. Nature, however, very rapidly restores the cavity to its normal capacity, and ultimately it is difficult to realize the extensive operative procedure that has been carried out. 69n Mr. Lionel E. C. Norbury: Urinary fistulae in connexion with the rectum and colon may be: (1) Congenital. (2) Acquired.
Congenital.-Failure of development of the longitudinal septum, which grows down in the second month of intra-uterine life and normally separates the genitourinary canals from the rectum and anus, will permit of the bowel opening into the bladder, urethra or vagina. This deformity is often associated with imperforate anus. In such cases a colostomy will usually be necessary. In some cases at a later date the communication may be closed by operation.
Acquired.-From the proctological point of view there are two main causative factors : (a) Diverticulitis. (b) Carcinoma.
Other causes include trauma (direct or indirect), e.g. the result of a foreign body in the rectum or bladder; sitting on a spike; bullet-wound, &c.; or following perineal excision of the rectum in which the bladder or urethra may be accidentally damaged, a fistula subsequently forming between this viscus and the pelvic colon.
I have at the present time at St. Mark's Hospital a case in which I performed a perineal excision of the rectum on account of carcinoma. At the operation the growth was found to have involved the prostate. I had to remove a portion of the prostate with the rectum; the prostatic urethra was encroached upon and could be seen lying in rather a menacing manner in the depths of the wound. Some days later a perineal urinary fistula developed, and now practically all the urine is passed through this.
Recto-urethral or recto-vesical fistulae may follow operations upon the prostate or urethra, e.g. perineal prostatectomy, external urethrotomy.; the passage of metal catheters or bougies in certain cases of urethral stricture. In the case of recto-urethral fistula, urine only escapes per rectum during micturition in that of recto-vesical fistula urine escapes continuously into the rectum. Again, a pelvic or prostatic abscess may rupture into the bladder and rectum, or a growth may spread from the bladder to the rectum or colon.
I propose to confine my remarks chiefly to fistulw which are the result of diverticulitis and carcinoma of the bowel. It may be exceedingly difficult to distinguish between diverticulitis and carcinoma, even at operation, when a mass is found involving the bowel and bladder. The two conditions may co-exist. It is generally accepted, however, that the usual cause of vesico-colic fistula is diverticulitis. When it occurs in cases of malignant disease it is a late or terminal manifestation. Bladder symptoms are not at all infrequent in cases of diverticulitis of the pelvic colon-the result of inflammatory adhesions between these two structures.
One or more diverticula may form fistulous communications with the bladder, the result of ulceration or gangrene. Or again, a diverticulum may perforate with the formation of a localized abscess between the colon and bladder wall, the abscess finally discharging into the bladder. Diverticulitis most frequently involves the pelvic portion of the colon, and even in those cases in which it is more widespread throughout the large intestine, it is most advanced in the sigmoid loop. Diverticulitis very rarely involves the rectum, and so a vesico-rectal fistula from this source is a pathological curiosity. I had, at the Royal Free Hospital, one case of perforated diverticulum of the rectum which produced a pelvic abscess and intestinal obstruction, but had not involved the bladder. I believe that a similar case occurred recently at St. Mark's Hospital.
Sex.-Diverticulitis is much more common in men, and therefore one wvould expect vesico-colic fistula from this source to show a preponderance in the male sex. Statistics tend to prove this.
Age. This varies from 30 to 60 years. In the development of such a fistula, the sequence of events appears to be:
(1) Frequency of micturition with scalding, (2) passage of pus and sometimes blood in the urine, (3) pneumaturia and definite fecal matter. In the latter case the urine is foul-smelling and shows the presence of B. coli. In some cases, pneumaturia and the feeling of passing wind per urethram may be the first indication of such a fistulous communication.
Diagnosis.-Cystoscopy will, as a rule, show only acute generalized cystitis with much cedema of the mucous membrane. This tends to obscure any view of the fistulous opening, which is usually found in the upper part of the posterior wall of the bladder towards its left side. Sigmoidoscopy is of little help, since the passage of the instrument is checked by the presence of the mass in the pelvis, and cedema of the mucous membrane tends to obscure any view of the fistulous opening. A barium enema may show the vesico-colic fistula.
To revert to causative factors. Harrison Cripps collected 63 cases, and ascribed their causes to : (1) Trauma. (2) Cancer. (3) Inflammation.
He stated that such fistulous communications were much more often due to inflammatory causes (presumably the modern diverticulitis which was unknown in 1888), and that prognosis by treatment was much better than in the case of cancerous growths. In two of his cases the condition was due to trauma, one following labour of four days' duration, and the other the result of impalation on a stake which traversed the bladder and rectum. Cancer w-as responsible for only nine cases.
Cripps laid stress on the fact that a fistula into the bladder seldom follow<s carcinoma of the rectum. An " inflammatory condition " accounted for 45 out of the total of 63 cases.
In 1884 Cripps reported 13 cases of imperforate anus. In 10 of these the patients died and post-mortem examination showed fistula between: rectum and prostate ill six; rectum and bladder in three; distal end of the sigmoid and bladder in one.
Willan (Brit. Med. Journ., 1933 (ii), 141) reported two cases of urinary calculus with ulceration into the rectum, and also a case of fistula resulting from carcinoma of the pelvic colon; this case was treated by resection and made a good recovery. He further reported a case of sacculitis of the pelvic colon with vesico-colic fistula; this also was treated by resection and made a good recovery. One case of carcinoma of the rectum with recto-vesical fistula was reported. Higgins (Journ. Urol., 1936, 36, 694) , stated that up to 1936, 5-48 examples of vesico-intestinal fistula had been collected from the literature. He gave an extensive aetiological table. His statistics show that the greater percentage of vesico-intestinal fistula. result from diverticulitis, also that fistul.T following carcinoma of the rectum are not nearly so common as those following carcinoma of the pelvic colon. He states that a fistulous track may be a direct communication between the bowel and bladder, and that this occurs more often in cases of carcinoma, a long tortuous track being more often associated w-ith an abscess between the bladder and bowel.
Lett (Proc. Roy. Soc. -Med., 1932 , 25, 1802 states that in 172 cases of diverticulitis admitted to the London Hospital during the ten years 1922-1931, there were only seven cases of vesico-colic fistula. There w-ere three other cases admitted during this period, one secondary to carcinoma of the pelvic colon. The cause could not be determinedl in the other tw o. There wi-as Ino X-ray evidence of (liverticulitis. Nitch quotes from the St. Thomas's Hospital records for a similar period. In 754 cases of carcinoma of the colon and rectum there were seven cases of vesico-colic fistula, whereas in 73 cases of diverticulitis a fistula was present in two cases.
At the Royal Free Hospital during the past seventeen years, only one case can be found in the records of vesico-colic fistula, and this was apparently due to diverticulitis.
At St. Mark's Hospital during the past ten years, there are records of seven cases Three of vesico-colic fistula following diverticulitis of the colon; two of vesico-colic fistula following carcinoma of the colon; one of recto-vesical fistula following perineal prostatectomy; one of recto-urethral fistula following prostatic abscess.
Treatment.--This resolves itself into colostomy for diverting the passage of faeces and, if necessary, a temporary suprapubic cystostomv.
In the majority of cases a transverse colostomy is advisable, since there is often very little loose colon above the lesion for making a left iliac-colostomy, and in cases of diverticulitis the descending and iliac portions of the colon are often markedly affected.
In cases of diverticulitis a well-fashioned colostomy with a good spur is usually sufficient to ensure healing of the fistula. This is not so, however, in cases of malignant disease, in which an attempt should be made to resect the affected portions of bowel and bladder as soon as the colostomy is functioning satisfactorily.
In cases of diverticulitis, symptoms usually disappear rapidly after a colostomy has been made, and the fistula closes in due course. One should therefore not be in a hurry to attack the actual lesion. If after an interval of from twelve to eighteen months the fistula has not closed, attempts should be made to suture the fistulous opening. This is, however, a difficult and dangerous operation, and one should hesitate to resort to it until all inflammation has subsided.
In conclusion, I have to thank my colleagues at St. Mark's Hospital for permission to quote their cases, and my thanks are also due to Mr. Nevin, Resident Surgical Officer at St. Mark's Hospital, and to Miss D. J. K. Beck, Surgical Registrar at the Royal Free Hospital, for help in examining the notes.
Dr. Cuthbert Dukes: No one can make any contribution to the pathology of urinary fistula without first paying tribute to Harrison Cripps. His book entitled " The Passage of Air and Faeces from the Urethra " was published in 1888. Until he undertook the special study of this subject he was under the impression that communication between the intestine and bladder was generally the result of malignant disease, but his investigations convinced him that entero-vesical fistulae were far more commonly the result of " inflammatory mischief " than due to perforation from cancerous growth. The records he gives cover nearly two centuries, and stretch from the time when a general practitioner in Northampton claimed that communication between the intestine and bladder might be cured by a course of ass's milk and Bristol water, to cases successfully treated by modern methods. Willan (1933) , in a review of the subject forty-five years later, points out that Cripps makes no mention of diverticulitis as a cause of fistula, and suggests that 27 of the cases described under the heading of abscess, stricture, and ulcer, were probably a sequel to what we should now call diverticulitis. Willan described six cases met with in his own experience. Several other reviews of the subject have been published during the last few years.
Having paid mytribute to Harrison Cripps, I now turn to my own special contribution to this discussion on urinary fistula. As pathologist to St. Mark's Hospital for Diseases of the Rectum, I have sometimes been asked to carry out laboratory tests to decide whether or not urine has found its way into the intestinal tract or is leaking from a perineal wound. As pathologist to St. Peter's Hospital for Stone and Diseases of the Urinary Organs, I have been asked similar questions when it has been suspected that the contents of the intestine were trespassing into the bladder. Most cases of urinary fistula can, of course, be recognized easily without the aid of laboratory tests, but there are occasions when these may provide important evidence, so I will give a brief description of the tests which are most likely to be useful (1), in the detection of urine where it has no right to be, and (2), in the recognition of faecal contamination.
(1) The detection of urine.-Tests for the detection of urine may be used to confirm the existence of a urinary fistula in wounds or suppurative lesions affecting the urinary organs. Also after the operation of transplantation of the ureter in carcinoma of the bladder, laboratory tests may show whether or not urine is being excreted with the intestinal contents.
The simplest method is to test for urea. The addition of a few cubic centimetres of freshly prepared alkaline hypobromite will result in a vigorous effervescence if urea is present. If this simple test is inconclusive, the best plan is to estimate the amount of urea in the material by the methods used for urine. Urea is normally present in the blood and in all the fluids of the body, except urine, to the extent of from 20 to 40 mgm. per 100 c.c. In urine the quantity of urea is from1 to 2% or from 1,000 to 2,000 mgm. per 100 c.c. If the material to be examined contains more urea than is present in the patient's blood it is certain evidence of admixture with urine. When only a drop or two of material is available for analysis the urease test will show whether or not urine is present. The ferment urease acts on urea, producing alkalinity due to ammonium carbonate. To carry out the test, add a few drops of phenol red to the material and then adjust the reaction till the fluid is just not red.
Add urease, and if urea is present the fluid will turn red in a few minutes.
(2) Recognition of faecal contamination.-When a fistula has developed between the intestine and the bladder the passage of air in the urethra may precede that of faecal matter. At first the air is often so slight in quantity and so seldom passed that the patient himself has some doubt as to its occurrence. In these circumstances Cripps recommended that the patient should pass water while sitting in a hip bath. However, pneumaturia is not pathognomonic of fistula between the bladder and bowel because it may occur as the result of previous catheterization or be found in bladder infections associated with glycosuria.
When facal matter comes away with the urine in any considerable quantity there is no difficulty in recognizing it, but when it is small in amount, and mixed with the products of cystitis, it is not so easily identified. In these cases microscopic examination of the centrifuged deposit will generally clinch the diagnosis. The finding of faecal debris and particles of undigested muscle and starch is sure evidence of the existence of a fistula between the intestine and urinary tract. If any doubt remains, the best plan is to carry out a bacteriological examination for the presence of spore-bearing anaerobic bacteria. These are always present in the intestine and almost never in the urinary tract (only in association with gas-gangrene infections).
To carry out the test, a few c.c. of urine are heated at 60°C. for half an hour to kill off non-sporing bacteria, and then 1 c.c. is added to melted glucose agar in a deep glucose agar tube so as to provide an anaerobic culture. The tube is incubated overnight, and the presence of spore-bearing anaerobic bacteria is shown next dav by the large quantities of gas formed within the medium.
These tests for the detection of urine and the recognition of faecal contamination SEPT.-SURG. 2 * are easily carried out. They are definite in their conclusions and sometimes provide evidence which would not be obtained in any other way.
Sir Hugh Devine said that the main type of urinary fistula in relation to the colon and rectum which had come under his consideration was one associated with diverticulitis. In many cases the fact that such a fistula had formed gave the medical attendants the impression that the patient was suffering from inoperable carcinoma.
An example of a particular case, which he would like to describe, would show the confusion which occurs in diagnosis, and also his methods of dealing with these cases.
The patient had been sent to him with the diagnosis of prostatic obstruction. This diagnosis was based on frequency of micturition and the presence of pyuria. The patient had not, however, any difficulty in micturating, nor were there any other typical symptoms, and there was no obvious cause for the cystitis to which the pyuria was supposed to be due. Painstaking cross-examination showed that, now and again, the patient passed the smallest quantity of air at the end of micturition.
However, no trace of feeces could be found in the urine. A diagnosis of vesicosigmoid fistula was made. The absence of faeces in the urine was subsequently shown to be due to the fact that the opening was valvular.
His operative method of dealing with this case was as follows: The distal colon was completely disconnected at the hepatic flexure by a type of colostomy which he had recently described in literature; thus the distal colon was completely excluded. At the same time an examination of the sigmoid was made. This showed that there was a large tumour connecting the sigmoid to the bladder, with a considerable amount of cellulitis of the sigmoid, extending from this tumour.
After two weeks in hospital the patient was sent home for six months, and instructed how to wash out the distal colon. (The separate opening into the distal colon had been so constructed that a stomach tube could be snugly fitted into it.) Because of the small disconnecting anus he was able to keep himself continent, and was thus able to go back to work.
At the second operation, after the lapse of six months, the sigmoid condition and the tumour had so far retrogressed that an anastomosis could be made in healthy tissues. The lower part of the sigmoid was removed and an end-to-end anastomosis made, and the opening of the bladder closed. The lumen of the sigmoid was found to be comparatively clean.
The main precaution, Sir Hugh Devine thought, was that adequate and prolonged drainage from the region of the anastomosis should be provided. This drainage was carried out as follows: Before the patient was placed in position for the operation the coccyx was removed through a small incision. It was then possible to introduce a tube through the abdominal wall, lead it down beside the anastomosis, and down through the opening made by the removal of the coccyx, thus providing a perineal and abdominal drainage. He then used the omentum to separate the anastomosis from the rest of the body cavity.
He found that even at the end of twelve days there was still a considerable amount of drainage. At the end of a fortnight the tube was removed. Three weeks after the operation, when saline was injected through the rectum, it was found that there was still a leak in the anastomosis. Time was then allowed to elapse until the anastomosis was perfectly healed, when the faecal stream was turned by crushing the spur.
The small colostomy, because of its smallness, was closed with the greatest ease.
He (the speaker) thought that the prolonged drainage as described was an essential part of an operation carried out under such adverse circumstances.
The President: These fistule may be divided into three groups: (1) Ureteric fistulse, due to damage to one of the ureters during removal of the rectum or uterus.
(2) Fistulaw between the colon and the bladder, due to diverticulitis or appendicitis.
(3) Fistulae between the urethra and rectum, or skin, caused by a prostatic abscess.
Ureteric fistule can only be dealt with by removal of the kidney, after making sure which ureter is damaged. When the injury to the ureter is discovered during the operation, transplantation of the ureter into the fundus of the bladder can be performed, or if this is impossible and there is good reason to believe that the kidney is healthy, the ureter can be tied and the corresponding kidney will stop secreting and will atrophy.
Fistula? between the bladder and colon afford some of the most difficult problems in surgery. The method I have always adopted has been to perform a transverse colostomy and then to wait for a year-until all active inflammation has ceased, as far as possible, before attempting to resect the parts and close the opening in the bladder.
As a rule the adhesions are so dense that the only way to separate the parts is to cut through the fibrous tissue with a knife or scissors. The damaged bowel is generally best resected and the ends joined up again. The hole in the bladder can be sewn up if healthy tissue is obtainable. As a rule one finds a hole in the middle of dense fibrous tissue which cannot be sewn up. I have found that such holes can be successfully closed with omental plugs, sewn over to keep them in position.
I had one case which I think must be unique. The patient was a man aged 33, who, as the result of a neglected appendix abscess, had suffered from a vesico-rectal fistula, which also communicated with the ileum. When I saw him he had a transverse colostomy. UTrine escaped from both ends of the colostomy opening and from the rectum, and fLeces passed through the urethra. What finally made him decide that he must have something done was that he found himself passing "raisins," through the urethra. I made a complete transverse incision across the abdomen, from one iliac crest to the other, and divided both recti muscles; this gave free exposure to the whole of the pelvis. There was a mass of fibrous tissue, the size of a man's fist, consisting of the caecum, ascending colon, and over a foot of ileum, attached to the fundus of the bladder, which I cut completely away. The end of the ileum was joined to the transverse colon and there were then two large holes, one in the rectum and one in the bladder. Both of them were plugged with omentum and sewn over, and the bladder was drained by a tied-in catheter and a tube through the abdominal wall.
The patient made a perfect recovery, and a few months later I closed the colostomy. He is now, some years later, quite fit and well.
The cases which have caused me most trouble have been those in which the fistula was due to a prostatic abscess and the urethra or bladder communicated with the rectum or with a perineal fistula. I shouldlike to know what is the best way of tackling such cases, as I have not been very successful in getting the fistulae to close.
Mr. C. I. Naunton Morgan said he agreed with Sir Hugh Devine that it was important-after anastomosis of the sigmoid to the rectum, following exclusion of the colon-to close the preliminary transverse colostomy within a month or six weeks, .since the suture line tended to become constricted.
An unusual accident which produced a urinary fistula with the colon was described-a uretero-colic fistula on the left side following the insertion of an enterotome to establish continuity of the bowel. This fistula healed spontaneously, and six months afterwards cystoscopy with ureteric catheterization showed the ureter to be completely healed.
A specimen was shown which illustrated that sometimes, when conditions were favourable in a thin person, a vesico-colic fistula due to diverticulitis could be dealt with without preliminary colostomy. This case had been treated by partial cystectomy, temporary suprapubic drainage, and extraperitoneal resection of the sigmoid colon.
